hypoglyc,emia. His condition improved, and the wound gradually healed with further skin grafts.
Biopsies of the grafted area showed active granulations and fibrous tissue only. Since then his recovery has been uneventful with no evidence of recurrence of the tumour. His weight has increased by 18 kg, and his cerebral function seems unimpaired.
Comment
Before treating a fatty neoplasm, its degree of malignancy must be determined, as in general the better differentiated the tumour, the lower the rate of local recurrence and the longer the survival (Enzinger & Winslow 1962) . For this, frozen section histology is inadequate. Total excision of the primary mass at the first operation is the best course, but in the case of retroperitoneal liposarcomas (12 % in the series of Spittle et al. 1970) , incisional biopsy and urgent paraffin section histology may be unavoidable.
When the diagnosis is confirmed, distant metastases must be excluded by a thorough screening programme, including hmematological investigations, chest radiographs and liver and bone scans.
Surgical removal of the tumour may be done by wide local excision or by amputation. The first procedure is indicated when the tumour is well differentiated and in a suitable anatomical location. When Two cases had had previous cobalt radiation and the growths had recurred, and fast neutron therapy was given to the previously irradiated area. Necrosis had been expected and had occurred but this was removable by surgical excision and the patients were alive and well two years after fast neutron therapy with no signs of tumour.
Of the 20 patients who had been treated with fast neutrons, none had failed to respond and in 16 there was clinically complete regression of the tumour and none had recurred. Four patients died of metastases with regressing tumours. Ideally a controlled clinical trial should be conducted but the wide variety in the histology of sarcomas made comparison of similar tumours very difficult. Fast neutron therapy should, however, be considered before mutilating surgery was undertaken. 
The boy is a classical example of the condition since the commonest age for the swallowing of corrosives is 1 year, the next commonest ages being 2 and 3. Caustic soda accounts for about 50 % of the corrosive strictures of the cesophagus. It is particularly common in Egypt where caustic soda is used widely in the home. When caustic material is taken, the mouth bums are usually superficial because it is rapidly spat out. In the stomach the hydrochloric acid has a neutralizing effect and only 7-8% of patients have stomach lesions. It is the cesophagus which suffers most as it has the longest and most damaging contact with the corrosive.
Some authorities suggest that the maximum damage occurs at the sites of physiological narrowing of the cesophagus but this does not appear to be so. Marchand (1955) in 274 cases found that 154 were at or below the level of the aortic arch, and 120 above; of severe tubular strictures 95 % were in the lower cesophagus, but the lower few centimetres were always spared.
The explanation of these findings is that in the upper cesophagus the passage of the bolus is rapid; in the mid aesophagus the passage is slow. (1959) advocated the retrosternal route rather than the subcutaneous one as he found the function to be better. The mortality in his series of several hundred cases was 7 %. 6Lsophagocologastrostomy: This was the method used in our case. The colon is sterilized preoperatively. The ascending or transverse colon may be used, but the descending colon may be too short to bring up into the neck and is also antiperistaltic. The transverse colon was used in our case, the blood supply being the upper left colic artery. Using this method Petrov (1959) had a 9.5% mortality rate. Our patient made a good recovery, and is now swallowing well. 657 efforts to reconstruct the scarred floor of the mouth, because their grafts were washed away by the constant stream of saliva, resulting from the child's inability to swallow it.
In reconstruction of the oesophagus, one can of course use the greater curve of the stomach, the Heimlich tube, but this would have been a little difficult in this child because of the long-standing gastrostomy. The other alternative is to use the whole stomach but the difficulty here would be that it would be necessary to mobilize the cesophagus; the cesophagus was rigidly fixed both to the trachea and to the prevertebral structures and this would have been a very formidable procedure.
This left us, therefore, with the colon as the next best organ; either the right, middle or left colon could be used. It is possible to make quite a long channel of the left colon and I have in the past, after bringing up the left colon, been able to see the sigmoid colon attached to the tongue when the patient opened the mouth. The disadvantage of the left colon, however, is that it is antiperistaltic and a certain amount of regurgitation may take place in the early periods, which we deal with by use of anticholinergic drugs. With regard to the right colon, this is satisfactory, and either the ileum or the cecum can be anastomosed to the upper segment of cesophagus, but not infrequently the blood supply around the caecum is unsatisfactory.
I believe, therefore, that the transverse colon is the most satisfactory organ to use, as it is properistaltic and provides a long tube, but it is necessary that there should be a good upper left colic artery, as in this child's case.
I have found patients very satisfied with colonic reconstruction several years later. In children, the colon grows with the child so there is no problem about operating on young children. I have not studied the changes which may take place in the mucous membrane of the colon after this operation. There is obviously some slight risk of developing peptic ulceration of the lower end where it is anastomosed to the stomach, but this could be very easily dealt with by opening the abdomen, removing the lowest part of the colon and reanastomosing it to a loop of upper jejunum. Dr Investigations: Hb 11.8 g/100 ml; WBC 6000/mm3; ESR 8 mm in the first hour (Westergren); bilirubin 0.4 mg/100 ml; SGOT 24 iu (N 7-40); isocitric dehydrogenase 7 iu (N 3-8); y GT 31 iu (N 5-25); alkaline phosphatase 136 iu (N 30-130) . Culture of bile from T-tube: scanty mixed growth. Analysis of gall-stones from previous operations: 95% by weight of cholesterol. T-tube cholangiogram confirmed the presence of a single stone. Response to treatment was also assessed with weekly cholangiograms.
Treatment
Saline infusion (500 ml 0.9% NaCI/12 hours) into T-tube for trial period of one week; repeat cholangiogram showed no change (Fig I A) . Heparin infusion (50 000 units in 500 ml saline 12 hourly): after one week, stone migrated to lower end of CBD but did not change in size; after three weeks' heparin, no further change in size or position of stone (Fig I B) .
